A LIMITED number of studies have addressed compara-* * • bility and bias in responses that may be introduced by relying on proxies and/or caregivers (Bassett, Magaziner, and Hebel, 1990; Clipp and Elder, 1987; Dorevitch et al., 1992; Epstein et al., 1989; Magaziner, Hebel, and Warren, 1987; Magaziner et al., 1988; McCusker and Stoddard, 1984; Rothman et al., 1991; Rubenstein et al., 1984; Weinberger et al., 1992) . Moreover, none of the research on older populations has addressed ethnic differences in response comparability and bias, despite the potential influence that language and cultural factors could have. These are unfortunate gaps because the proportion of subjects unavailable for health interviews increases with age (Fitti and Kovar, 1987; Rodgers, 1988, 1992; Herzog, 1989, 1992) , and there is evidence that this may be especially true of older minority adults (e.g., Herzog and Rodgers, 1992; Jackson, 1989; Zsembik, 1994) . Thus, while the need to rely on proxies is relevant for research on older adults in general, the reliance may be more relevant for studies of minority adults.
Identifying and obtaining representative samples in surveys is clearly an important methodological concern, and may be a particular challenge for research on elderly respondents, especially minority elders (e.g., Jackson, 1988; Marin and Marin, 1991; Rodgers and Herzog, 1992) . Moreover, even when representative samples are identified, other sources of error may be of increased concern among older respondents (e.g., Andrews and Herzog, 1986; DeMaio, 1980; Hawkins, 1975) and minority respondents (e.g., Aday, Chiu, and Andersen, 1980; Marin and Marin, 1991) .
Although data are limited and somewhat inconsistent, older adults seem more likely to be nonrespondents in surveys than the general population (e.g., Hawkins, 1975; Herzog and Rodgers, 1988; Herzog, 1989, 1992) . Data also suggest that nonresponse among the elderly may be associated with declining functional health (e.g., Markides, Dickson, and Pappas, 1982; Herzog, 1989, 1992) , and race (e.g., Aday, Chiu, and Andersen, 1980; Jackson, 1988 Jackson, , 1989 Hawkins, 1975; Herzog and Rodgers, 1992) . In general, the evidence on the relationship between ethnicity and nonrespondent status is inconsistent with some evidence suggesting that non-White minorities are as likely (e.g., DeMaio, 1980) , or more likely than Whites to participate (e.g., Hawkins, 1975; Jackson, 1988; Markides, Dickson, and Pappas, 1982; Marin and Marin, 1991; VonKorff et al., 1985) . However, the findings regarding increases in nonresponse due to disability may overshadow the greater participation rates reported by some researchers for minority elderly subjects.
Proxy responses are often substituted for unavailable subject responses in order to reduce nonresponse errors and thus obtain representative samples (e.g., Burnam et al., 1985; Maclean and Genn, 1979; Magaziner, 1992; Rodgers and Herzog, 1992) , resulting in studies of the elderly being particularly dependent on proxy responses. Thus, it is not surprising that the percentage of proxy interviews increases with age (e.g., Burnam et al., 1985; Fitti and Kovar, 1987) and disability (e.g., Fitti and Kovar, 1987) . While relying on proxy respondents reduces nonresponse error, such reliance may introduce response error (e.g., Magaziner, 1992; Rodgers and Herzog, 1989) . Although the data are limited, a growing amount of research evaluating the trade-offs associated with the use of proxies in studies of the aged suggests that biases can be problematic (see Magaziner, 1992 , for a review of the issues and findings). However, we have no idea whether the previously reported patterns and biases for S104 LAWRENCE ETAL. health status measures are similar for different ethnic groups of elderly subjects with some degree of disability. For example, several studies consistently find that when there is disagreement, family proxies report more impairment and disability than subjects report for themselves (Bassett, Magaziner, and Hebel, 1990; Clipp and Elder, 1987; Epstein et al., 1989; Magaziner, Hebel, and Warren, 1987; Magaziner et al., 1988; Rodgers and Herzog, 1989; Rubenstein et al., 1984; Weinberger et al., 1992) . To date, this finding is based predominantly on Caucasian samples.
Taken together, the findings suggest that reliance on caregiver reports for elderly respondents with some disability is an important research area, with ethnic differences potentially introducing additional problems when interpreting and relying on data provided by caregivers. However, we are aware of no study which explicitly addresses elderly subject and caregiver comparability of health status information for different ethnic groups. This gap in our knowledge makes it impossible to determine if differential biases are operating which need to be accounted for when interpreting research findings and planning for health care needs of disabled elderly persons. To address these gaps, health status information collected from African American, Puerto Rican, and non-Hispanic Caucasian elderly subjects with some degree of disability and their caregivers was used to evaluate whether there are ethnic differences in (a) response comparability and (b) the presence and nature of response biases. The following indicators of health status were examined: activities of daily living, memory and confusion ratings, and a global health status rating.
METHODS

Sample
The Springfield Elder Project is a comparative observational study to investigate the needs for assistance with daily living activities and the sources (both informal and formal) and patterns of this help within and between African American, Puerto Rican, and non-Hispanic Caucasian elders age 60+ . The study was located in Springfield, Massachusetts, for several reasons: (1) the older population is socioeconomically diverse; (2) the city has sufficiently sized populations of older African Americans and Hispanics; and (3) because the city is a major point of population dispersal for Puerto Ricans, they constitute almost all of the Hispanic population in the city. This permitted the study to focus on one Hispanic subgroup in order to avoid obscuring any between-group differences that could result from variability in Hispanic culture.
The representative sample was identified using two sampling frames -the Medicare Enrollment Data Base file and the local annual census list. This was necessary because of data limitations in each frame. Identification of all Puerto Ricans in Springfield was attempted because of the limited number of persons in this group. The size of this sample then determined the size of the random samples of African Americans and non-Hispanic Caucasians. In order to maximize the distribution of disability levels, a lower age bound was set at 60 years because of the higher prevalence of disability at younger ages (i.e., 60-64 years of age) in the two minority groups (O'Donnell, 1989) .
The local census list was used to identify Puerto Ricans due to the lack of identified Hispanic origin and potential undercoverage of Puerto Ricans in the Medicare file. Because race and/or ethnicity are not included in this census list, potentially Hispanic surnames were identified manually by the staff of a local Hispanic service and advocacy agency. These names were cross-matched with those in the Medicare files to identify any additional potentially Hispanic surnames not included in the census list. The Medicare files were used to randomly select the samples of African American and non-Hispanic Caucasian persons age 65 + . Because of potential errors in the Medicare file, race and Hispanic origin were confirmed by self-report at initial contact. Then, to obtain a sample of African American and non-Hispanic Caucasian persons aged 60-64, the local census list was used because Medicare coverage in this age group is limited. Because race was not identified in the census list, screening for race and non-Hispanic origin by self-report of the potential African American and non-Hispanic Caucasian subjects in this age group was necessary at the time of first contact.
Once the number of persons identified as Hispanic and eligible for the study was determined, similarly sized samples of African American and non-Hispanic Caucasian persons (stratified by age: 60-64, 65-74, 75 + , to ensure comparable age distributions across groups) were recruited for the study from randomly ordered lists for each group. The final sample (N = 1,975) included 324 African American (of 682), 368 Puerto Rican (of 591), and 285 Caucasian (of 702) elders reporting at least one functional disability (n = 977). Of the total sample, 483 elders (156 or about 23% of the African American elderly subjects, 214 or about 36% of the Puerto Rican elderly subjects, and 113 or about 16% of the Caucasian elderly subjects) had caregivers, but only 455 elders actually identified the caregiver. Interviews were conducted with a total of 409 caregivers (131, 194 , and 84, respectively, for African American, Puerto Rican, and Caucasian elderly subjects). The total sample for this analysis consists of the 311 elder/caregiver dyads in which both the elder and caregiver were interviewed (104,147, and 60 pairs, respectively, for African American, Puerto Rican, and nonHispanic Caucasian elderly subjects). That is, all cases in which only one interview (i.e., disabled elder or a proxy interview) was conducted were omitted from the analysis.
The proportion of non-Hispanic sample members for whom both interviews were completed is lower than expected by chance, while the proportion of Puerto Rican sample members is higher. This pattern reflects the fact that non-Hispanic Caucasian sample members were more likely not to provide the name of a primary caregiver than expected by chance, and contacted caregivers for non-Hispanic Caucasian sample members had a lower response rate than expected by chance. The opposite was true for the Puerto Rican sample members. Although it is not clear why this occurred, analyses revealed that for each ethnic group the mean level of disability (the sum of items with which the elderly respondent reported difficulty) for those who did not identify a caregiver and/or the caregiver did not respond was not significantly different from the sample members with both interviews. Thus, no systematic bias regarding disability level was introduced by this pattern of nonidentification and nonresponse. This is in contrast to the situation where a caregiver was identified and interviewed, but there was no corresponding interview with the disabled sample member (i.e., a proxy interview was conducted). The mean level of disability for these care recipients was significantly higher than the mean level for the care recipients with complete information from both dyad members (i.e., the analytic sample). This was true for all three ethnic groups. Thus, the analytic sample by necessity excludes the more disabled study members in all three groups.
In general, proxy interviews (6% of the total sample of 1,975) were conducted when the elder was too functionally or cognitively impaired to complete the interview and were conducted typically with the caregiver or other household resident. Proxy interviews were conducted more frequently with Puerto Rican respondents than with the other two groups (x 2 = 9.69 with2df, p = .01). Puerto Rican elderly subjects were also more likely to have a caregiver than the other two groups (x 2 = 71.67 with 2 df, p < .001), which is consistent with the finding that this subgroup had higher levels of functional limitations and disability than the other two groups (Jette, Crawford, and Tennstedt, 1996) . These findings underscore the importance of evaluating ethnic differences in caregiver and elder agreement. These findings also caution the reader to some inherent biases in the dataset (discussed in more detail in a later section).
Data Collection
Interviews with elderly subjects were conducted primarily by telephone in either English or Spanish. In-home interviews were conducted when necessary (12% of cases), typically for persons without a telephone or with a nonpublished telephone number. A two-stage field design was used. In the first stage, data were collected from the older persons. Elders identified as functionally disabled or receiving care were asked additional questions about help provided by their caregivers, and use of formal long-term care services. If receiving informal care, the name, address, and telephone number of the person providing the most help (i.e., the primary caregiver) was gathered. In the second stage, telephone interviews were conducted with the primary informal caregiver, collecting data regarding functional status, types and amount of help provided, and sociodemographic data about the primary caregiver.
Measures
Identical questions were asked of both the elderly subjects with some degree of disability and their caregivers, with minor rephrasing of the questions asked of the caregivers so that the question referred to the elderly subject. Based on the responses, two definitions of each item were evaluated, i.e., a measure of extent or degree of the problem (ordinal version) and presence of the problem (recoded dichotomous version). The definitions correspond to the general approaches by which the items are utilized in research and practice, and may have different implications for the conclusions drawn (cf., Jette, 1994; Kovar and Lawton, 1994; Magaziner et al., 1988) . Besides using the ordinal measurement format on each item, the recoded definition dichotomized the information to provide estimates of potential impairment or need for assistance versus independence (e.g., Jette, 1994; Rogers, Rogers, and Belanger, 1992) .
Disability in Activities of Daily Living (ADLs)
. -Degree of difficulty was assessed for seven measures of Basic ADLs (eating, bathing, dressing, transferring/getting in and out of a bed or chair, toileting, walking, and going outside) and six measures of Instrumental ADLs (preparing meals, shopping, managing money, using the telephone, doing heavy housework, and doing light housework). For each activity, subjects and caregivers were asked about the presence and degree of difficulty performing, because of a health or physical problem, the activities without using personal assistance or special equipment. Responses consisted of "no difficulty," "some difficulty," "a lot of difficulty," or "unable to do activity." The dichotomous disability measure for each item was defined as no difficulty versus reporting any difficulty or inability to perform an activity. A response indicating that the activity was not done for a reason other than a physical or emotional problem was considered missing data because it is not possible to determine if the person is perceived to be able or disabled. For example, if a male subject reported he never prepares meals because his spouse has always done this, it was not possible to unequivocally determine a disability in this activity.
Memory and confusion. -Both elderly subjects and caregivers were asked how often the elderly subject had trouble remembering things ("never," "very seldom," "sometimes," and "frequently"). Similar questions addressed the elderly subject's experiences with confusion: "In the past year, about how often did you [or, elderly subject's name for the caregiver version] get confused ("never," "very seldom," "sometimes," or "frequently")?" For the dichotomous definition of memory and confusion impairment estimates, the cutpoint for both of the original questions was between "very seldom" and "sometimes."
Global health status. -Elderly subjects and their caregivers were asked to rate the elderly subject's present health status on a 5-point scale ranging from excellent to poor: "In general, would you say that your [elderly subject's] health is excellent, very good, good, fair, or poor?" For the dichotomous global health status measure, percent with impaired global health status represents the percent responding "fair" or "poor" (Magaziner et al., 1988) .
Data Analysis
The analyses address the appropriateness of substituting primary caregiver responses for elderly subject responses, and as such take the elderly subject's response as the "correct" answer. It is recognized that, lacking observed performance data, there is no gold standard for comparison. In order to evaluate comparability and bias of responses, the following measures were calculated for each item: percent of cases with exact agreement, percent of cases in which the proxy over-or underestimated the subject's difficulties (relative to the subject), Cohen's kappa, and percent of cases with exact agreement on the presence or absence of an impairment (regardless of the degree). Below, we briefly discuss each of the specific measures of comparability.
The number of pairs available for estimating agreement and comparability between subjects and caregivers did not include "doesn't do for other reasons" or "don't know" responses. As mentioned above, for the ADL items the "doesn't do for other reasons'' was considered conceptually distinct from the other responses because it was not possible to determine if the elderly subject was abled or disabled, and therefore did not fit into the ordinal continuum (and was not equivalent to "unable to do"). It was not possible to evaluate these two types of responses separately because of their low frequency, nor did it make conceptual sense to collapse them into one category.
In order to evaluate response bias (tendencies to over-or underreport ability level relative to the elderly subject), chisquared analyses were used for each item for those cases where disagreement was observed. Specifically, for each item a dichotomous variable was created for those cases where the subject and caregiver disagreed (i.e., there was a bias) representing the two types of bias (the caregiver overestimated or underestimated impairment/ability relative to the elderly subject) for the ordinal and dichotomous versions of the items. Two separate sets of analyses were conducted. One evaluated differences in response bias of the proxy relative to the subject within each ethnic group. For these analyses, one-sample chi-squared tests were performed to test the null hypothesis that there would be an equal probability of the caregiver over-or underestimating impairment/ ability relative to the subject. The other set of chi-squared tests evaluated between ethnic group differences in response bias (over-or underreporting of ability) of the proxy relative to the subject.
Three kappa coefficients were calculated for each item: weighted and unweighted kappa for the original (ordinal) scale for each item, and unweighted kappa for the dichotomous version of each item. These versions of kappa correspond to frequently used definitions of the items. For example, evaluating unweighted ordinal information corresponds to prevalence estimates for different levels of difficulty walking (e.g., some, a lot, or unable), while the unweighted dichotomous version corresponds to prevalence estimates for "no difficulty" versus "any difficulty" walking (Jette, 1994) . The weighted ordinal version corresponds to situations in which the relative seriousness of each disagreement is taken into consideration. Weighted kappa for measuring agreement was based on equidistant weights that gave proportionally more credit to ratings closer together, with exact agreement having a weight of unity. If weighted kappa indicates better levels of agreement than unweighted kappa, this would indicate that disagreements reflect disagreements between adjacent response options rather than nonadjacent options. Similarly, if kappa values for the dichotomized version of the items are higher than the other kappa estimates, this would suggest that disagreements reflect disagreements in level of difficulty or impairment rather than disagreements about the presence or absence of difficulty or impairment.
Kappa values greater than .75 indicate excellent agreement, whereas values less than .40 indicate poor agreement (Fleiss, 1981) . For within-and between-ethnic group comparisons, the significance of kappa was tested using z-scores computed from the observed kappa statistics and their standard errors. One-tailed significance levels were used to detect more, rather than less, agreement than expected by chance. Because base rates influence agreement estimates such that agreement estimates for variables with low base rates tend to be unstable and have a lower maximum value, kappas are not reported for items with a base rate less than 5 percent Grove et al., 1981) . The consensus ratings were used to determine the base rates for the samples.
RESULTS
Sample Description
Elderly subjects. -The elderly subjects in the analytic sample were mostly female (70.2%, 66.7%, and 71.7%, respectively, for the African American, Puerto Rican, and non-Hispanic Caucasian samples), and not living alone (76.0%, 58.5%, and 70.0%, respectively). While gender composition of the samples did not differ by ethnicity, living arrangement did, with more African American subjects living with others and more Puerto Rican subjects living alone than expected by chance (x 2 value = 8.7, df = 2,p = .013). More of the elderly African American (62.5%) and Puerto Rican (64.6%) subjects were not married than expected by chance, while more of the non-Hispanic Caucasian subjects were married (58.3%) than expected by chance (X 2 value = 9.91, df = 2, p = .007). The mean age of disabled elders in the analytic sample was about 70 years old for all three ethnic groups (70.7 years with an SD of 7.8 years, 69.2 years with an SD of 6.5, and 71.5 years with an SD of 8.1, respectively, for the African American, Puerto Rican, and non-Hispanic Caucasian samples), with subjects between 60 and 65 years of age representing about 23, 29, and 23 percent of the African American, Puerto Rican, and Caucasian samples, respectively. The percents for those subjects 75 years of age or older were about 49, 50, and 50, respectively. Analysis of variance indicated no significant age differences between the groups. Analysis of total number of activity of daily living disabilities (total count of items with some degree of difficulty) indicated that Puerto Ricans reported a significantly higher mean level of disability (6.3, SD = 2.9) than African Americans (mean = 5.5, SD = 3.1) and Caucasians (mean = 4.5, SD = 3.1), based on Scheffe tests for the overall F(2,308) = 7.9, p = .001.
Caregivers. -Most of the caregivers in the analytic sample were of the same ethnicity as the elderly subject (97.1%, 99.3%, and 98.3%, respectively, for the African American, Puerto Rican, and non-Hispanic Caucasian samples), and predominantly family members (spouse or child) (74.0%, 79.6%, and 85.0%, respectively), with these percentages not differing significantly by ethnicity. Fewer caregivers for Puerto Rican elderly subjects (44.9%) lived with the subject than expected by chance, while slightly more caregivers for African American (59.6%) and Caucasian (60.0%) elderly subjects lived with the subject than expected Downloaded from https://academic.oup.com/psychsocgerontology/article-abstract/52B/2/S103/564601 by guest on 06 February 2019 by chance (x 2 value = 6.87, df = 2, p = .032). The mean ages were 49.6 (SD = 17.0), 47.2 (SD = 14.4), and 58.6 (SD = 14.0), respectively, for the caregivers of African American, Puerto Rican, and non-Hispanic Caucasian elderly subjects, with caregivers for Caucasian elderly subjects significantly older than caregivers for the other two groups, based on Scheffe tests for the overall F(2,304) = 11.8,p = .000.
Differences in total disability scores (sum of the number of basic and instrumental ADL items on which the elderly had any degree of difficulty) were not significantly different among the caregivers for the different ethnic groups. However, paired Mests within ethnic groups revealed that caregivers reported significantly higher disability scores relative to the elderly subjects for African American {t = -2.8, p = .006), Puerto Rican (t = -2.7, p = .007), and Caucasian (t = -3.1, p = .003) elderly subjects. This is consistent with other reports (e.g., Clipp and Elder, 1987; Magaziner, Hebel, and Warren, 1987; Magaziner et al., 1988; Rubenstein et al., 1984 ), yet also builds upon these reports by finding that although the Puerto Rican group of elderly subjects differed significantly from the other groups regarding overall level of disability, the caregiver bias was the same regardless of ethnic group. Table 1 summarizes the results. It is important to remember that the results are based on the level of agreement one gets when the sample consists only of elderly respondents with some degree of disability. The table summarizes the number of pairs available for analysis, and the various measures of agreement and bias based on the original (ordinal) scale and the dichotomous scale versions. Specifically, kappas and percentages of exact, over-, and underreporting 
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.34 "All kappas are significantly different from zero unless otherwise noted. There are no significant differences between the ethnic groups.
b Not enough cases at the various levels of difficulty for analysis. 'Combined "a lot of difficulty" and "unable" and "excellent" and "very good" categories because of low frequencies. ""•Significant within ethnic group difference in the distribution of disagreements for both the original (ordinal) scale and the dichotomous version.
•'Significant within ethnic group difference in the distribution of disagreements for only the original (ordinal) scale.
•'Significant within ethnic group difference in the distribution of disagreements for only the dichotomous version.
are presented, with the exact agreement for the dichotomous version providing information about consensus between the elderly subjects and their caregivers regarding the presence and absence of difficulty/impairment for each item. Overall, there were more similarities than differences between the ethnic groups as indexed by both exact agreement and the various measures of agreement (Table 1 ). In particular, there were no significant differences between the three kappa coefficients (both weighted and unweighted for the ordinal scale, and only unweighted for the dichotomous scale) for the ethnic groups. In general, the weighted ordinal and the unweighted dichotomous versions exhibited slightly higher agreement estimates than the unweighted ordinal version.
For the three ethnic groups, most of the kappa coefficients were significantly different from zero for the basic and instrumental ADL items, and the global health status item. However, for these items there was only poor to fair agreement between the elderly subjects and caregivers. Three items (walking, preparing meals, and shopping) exhibited fair agreement (kappa > .35) based on weighted kappa for all three ethnic groups. Overall, the agreement coefficients were very poor for the items assessing memory problems and confusion for all three groups, with some of the coefficients not being significantly different from zero.
Response Bias
There were few significant ethnic differences in response bias (the tendency of the elder to report greater ability compared to the caregiver, or the caregiver to report greater ability of the subject compared to the subject) when focusing on the subsamples of subjects and caregivers whose ratings disagreed. The findings are reported in Table 1 under the columns labeled "Percent of Exact Agreement and Bias." The significance tests for both the original scale and the dichotomous version are summarized in the table under the columns for the ordinal scale (footnotes d through f)-First we summarize differences between ethnic groups in response biases, and then we summarize differences within ethnic groups.
Differences between ethnic groups. -Significant differences between ethnic groups were observed only for the item assessing ability to "dress" (original scale; \ 2 = 6.68, df = 2). For this item, the distribution for the Puerto Rican sample was significantly different from the distribution for the African American (x 2 = 4.44, df = 1) and the non-Hispanic Caucasian (x 2 = 3.70, df = 1) samples, with African American and non-Hispanic Caucasian elderly subjects more often reporting greater ability relative to their caregivers' assessment of ability than for the Puerto Rican elderly subjects.
Differences within ethnic groups. -Significant differences in response bias for the ordinal scale, and any differences in significance level between the original (ordinal scale with four levels) and the dichotomous versions are indicated in Table 1 . Significant differences based on both scales are indicated because it was possible for the results to differ as evidenced in the percents of exact agreement and bias (footnotes d through f). Thus, for example, while African American elderly subjects reported greater ability to dress than their caregivers reported for the ordinal version of the scale, they were as likely to under-or overreport ability relative to their caregivers when using the dichotomous version of the scale. These differences in biases found for the two definitions reinforce the cautions associated with different definitions of disability (Jette, 1994) , and extend earlier findings by including cautions regarding the nature of the bias.
In most cases when the distributions for only the disagreements were significantly different from chance in one direction or the other, the bias for all ethnic groups was in the direction of the elderly subjects rating their abilities and overall health status more favorably than did their caregivers. For all ethnic groups, elderly subjects significantly reported greater ability for "getting outside" than did their caregivers (although for the Puerto Rican sample, the difference was not significant when evaluating the dichotomous version). The only exceptions to the bias of elderly subjects reporting greater ability were for walking ability in the Puerto Rican and African American samples, in which the elderly subjects were more likely to report greater disability than did their caregivers.
DISCUSSION
Because caregiver information often needs to be relied on in studies of ethnically diverse disabled older persons, it is important to evaluate ethnic differences in comparability of responses. In order to advance our understanding of these issues, the present study evaluated comparability of responses to items assessing activities of daily living, memory problems, confusion, and global health status using a sample of African American, Puerto Rican, and non-Hispanic Caucasian elderly persons with some degree of disability and their caregivers.
It is important at the outset to reiterate that the present sample, unlike most other studies, does not include nondisabled elderly persons, and, like all other studies of agreement, we cannot directly address the consequences of obtaining data from proxy respondents when self-respondents are unable to be interviewed (i.e., by definition one has no information from the self for evaluation of bias). Nevertheless, the findings support previous research on subject-proxy comparability between the elderly in two ways. First, the findings provide further evidence that, in general, poorer agreement is found for less observable or more private activities, such as memory problems and confusion (Bassett, Magaziner, and Hebel, 1990; Clipp and Elder, 1987; Epstein et al., 1989; Magaziner et al., 1987 Magaziner et al., , 1988 Rodgers and Herzog, 1989) . Second, the findings are consistent with the previously reported overall tendency that when there are disagreements, elderly subjects rate themselves as having less difficulty or impairment compared to the caregivers' ratings (Bassett et al., 1990; Clipp and Elder, 1987; Epstein et al., 1989; Magaziner, Hebel, and Warren, 1987; Magaziner et al., 1988; Rubenstein et al., 1984; Weinberger et al., 1992) . More importantly, this study advances our knowledge by finding no substantial ethnic differences for the various items and the various measures of agreement. There were very few significant differences between the groups, and there were no consistent patterns to the findings (e.g., the agreement coefficients were not always poorest for Puerto Ricans, regardless of significance). The data suggest that, although there are biases in caregiver responses relative to elderly subjects with some disability, these items can be used in studies needing to rely on caregiver responses for African American, Puerto Rican, and non-Hispanic Caucasian samples of elderly subjects with some degree of disability. This is an important finding because, although there may be bias in caregiver responses relative to elderly persons, further bias is not introduced by ethnic differences in comparability of responses from caregivers of elderly subjects with some degree of disability.
The frequency of "don't know" or "doesn't do" responses is consistent with previous studies suggesting that proxies and caregivers do provide information about the degree of impairment/disability (e.g., Magaziner et al., 1988; Tennstedt et al., 1992) . Again, our understanding of this issue is advanced by the finding that the frequency of these responses was gratifyingly low for all ethnic groups.
Overall in the present study, items assessing memory problems and confusion exhibited the poorest levels of agreement for all groups. This is consistent with the tendency of agreement to decrease as the items assess less objective and observable areas (i.e., these questions were global and did not ask about specific behaviors or events). This finding is consistent with results reported by Rodgers and Herzog (1989) , and somewhat consistent with the results reported by Bassett, Magaziner, and Hebel (1990) . They found rather good agreement and little bias for the Mini-Mental State Examination (MMSE), but considerably greater bias with the Mental State Questionnaire (MSQ). The MSQ focuses on orientation and memory, such as the global items used in the present study. This is in contrast to the MMSE, which includes a wider range of functions, some of which may represent more concrete and observable areas (e.g., language comprehension and calculation). Not surprisingly, given the limited number of items, the general nature of the items used, and the focus on elderly subjects with some degree of disability and receiving assistance, the present estimates of agreement are less than those reported by Bassett, Magaziner, and Hebel (1990) . Nevertheless, it is worth noting that the percentages associated with exact agreement for the dichotomous definitions of the items were at least 60 percent.
In general, weighted kappa and dichotomizing the items (no difficulty or impairment vs any difficulty or impairment) improved the observed levels of agreement, suggesting that some of the disagreements reflected disagreements between adjacent response options rather than nonadjacent options. Again, although there were some departures from this pattern, the pattern was generally observed for all three ethnic groups. For example, the lowest percent exact agreement for the dichotomous definition of the ADL items was about 55 percent, with many above 70 percent agreement (5,7, and 9 items, respectively, for the African American, Puerto Rican, and non-Hispanic Caucasian samples). This is in contrast to the ordinal version of the items (original scale), where very few were above 70 percent agreement (2, 1, and 4 items, respectively, for the three groups). Such findings lend support to studies using dichotomous definitions of activities of daily living and relying on proxy responses to compare samples of Caucasian, African American, and Puerto Rican elderly subjects. These results also lend support to using caregivers' reports of the presence or absence of difficulty on ADL items for screening purposes.
Unlike previous studies, the present study included sufficiently large samples of African American and Puerto Rican elderly subjects and their caregivers. However, power was limited because of the smaller sample size for Caucasian elderly subjects and their caregivers. It is worth noting that the proportion of Caucasian sample members for whom both interviews were completed is lower than for the other two groups. It is possible that this resulted in a biased sample of Caucasian pairs of respondents. Nevertheless, no consistent patterns emerged when comparing the coefficients and distributions for the three ethnic groups.
Although few significant differences were found for these ethnic groups, further research is needed to determine if any biases exist for other ethnic groups. Similarly, the present findings are limited to activities of daily living, and global questions about memory, confusion, and health status. Moreover, it is important to recall that the samples were limited to available caregivers of elderly subjects receiving some assistance for activities of daily living, which limits generalizability to studies where proxies may be a mix of caregivers and others who are knowledgeable about the elderly subjects but not providing care. Further research is needed to evaluate whether ethnic biases in comparability exist for information regarding other aspects of health, such as health conditions and emotional health status (e.g., Bassett, Magaziner, and Hebel, 1990; McCusker and Stoddard, 1984) , and other samples of elderly subjects and proxy respondents, such as disabled who are not receiving assistance and proxies who are not providing care.
It should be noted that the coefficients of agreement reported in the present study, although most are statistically different from zero, are somewhat lower than those reported in other studies. Selection biases may be restricting the level of agreement observed. In particular, by focusing on caregivers our sample did not include nondisabled elders. It is very likely that the coefficients of agreement (and percent exact agreement) would be higher when including nondisabled individuals, because as Clipp and Elder (1987) note, agreement at the extremes is probably better. Nevertheless, the dichotomized versions of the individual items had all cells represented for most items, and the observed patterns are consistent with reports in other studies. This includes the pattern of lower agreement observed for less concrete items, and the pattern of caregivers underestimating ability levels. However, caution is advised when extrapolating these findings to other ethnically diverse samples of elderly subjects which include nondisabled respondents. It is quite possible that the directional bias might differ when including the full range of nondisabled/disabled elders for other ethnic groups.
In addition, because proxy respondents for severely impaired elderly subjects were usually the caregiver, the analyses needed to omit cases where a proxy responded for the elderly person. This resulted in omitting cases with higher levels of disability. Of the possible cases where a caregiver was identified and interviewed, 20.6, 24.2, and 28.6 percent of the African American, Puerto Rican, and non-Hispanic Caucasian cases were not useable for the present analyses because a proxy completed the interview for the elderly respondent. Moreover, in the full study sample, the Puerto Rican subjects had the highest proxy rate. The prevalence of proxy subjects in the samples of caregivers underscores the need to address the comparability of the responses: the proportion of subjects unavailable for health interviews of elders is very relevant, and seems particularly relevant for older minority adults with caregivers. However, we do not know if the present findings on comparability would generalize to samples with higher levels of disability, and accordingly we do not know if the findings generalize to the typical survey situation where the elder is unable to respond. Nevertheless, given these limitations, the consistency in the results across the items for these ethnic groups, and consistency with previously reported findings, suggest that, in general, further bias due to ethnic differences in response comparability is not introduced when relying on information from primary caregivers of African American, Puerto Rican, and non-Hispanic Caucasian elderly subjects.
